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Objective: To determine if a structured encounter form
for well-child care improves documentation of well-
child care.

Design: Retrospective medical record review of a before-
and-after trial.

Setting: Family practice residency clinic serving a pri-
marily low-socioeconomic urban population.

Patients: Children younger than 6 years receiving well-
child care visits.

Intervention: Detailed checklists were developed and
implemented in 1994 for each of 12 well-child exami-
nations for the assessment of children aged 2 weeks to 5
years based on recommendations from the American
Academy of Pediatrics and the US Preventive Services Task
Force.

Main Outcome Measures: Documentation of mul-
tiple aspects of well-child care, including developmental
assessment, safety and nutrition counseling, and labora-
tory tests for 6-month periods in 1993 and 1994, before
and after implementation of the structured encounter form.

Results: A total of 842 well-child visits were reviewed.
Documentation improved significantly with the use of
the encounter form for 19 of the 23 aspects of well-child
care that were studied. Screening test rates were less than
optimal despite the encounter form.

Conclusions: The structured encounter form was very
effective in improving documentation of almost all as-
pects of well-child care. However, effective communica-
tion is needed among physicians, nurses, and parents to
ensure optimal screening test rates.
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W ITH THE increase in
managed care com-
petition, there is
growing interest in
measuring the qual-

ity of care that children receive and in
“grading” the services provided by health
care delivery systems. Health care “re-
port cards” for pediatric preventive ser-
vices have traditionally reported immu-
nization rates only. A set of measures
reflecting preventive services for pre-
school children has recently been sug-
gested for inclusion in a pediatric report
card.1 Reflecting the health supervision
guidelines of the American Academy of Pe-
diatrics, the measures include the num-
ber of well-child visits, immunizations,
growth parameters, nutritional counsel-
ing, anticipatory guidance, behavioral and
developmental assessment, vision and ane-
mia screening, and selective screening for
cholesterol, lead, and tuberculosis.

A variety of office tools to improve
the provision of health promotion and

disease prevention services have been re-
ported and studied quite extensively in
adults.2 However, a literature search re-
vealed only 2 studies on the use of such
tools for well-child care. In an encourag-
ing 1990 study by Duggan et al,3 the use
of a structured encounter form led to im-
proved documentation by pediatric resi-
dents in all aspects of care that were
studied. The structured encounter form
was also found to improve actual pro-
vider performance during the visit. Un-
fortunately, a potential selection bias was
present because the residents could
choose whether to use the forms. More-
over, the forms used in this study em-
phasized the physical examination, with
almost half the items evaluated relating
to it. In addition, laboratory tests and im-
munizations were excluded from the
study. A more recent study by Zenni and
Robinson4 also had some encouraging
findings. Pediatric residents were ran-
domized to use structured enounter
forms that focused on developmental
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milestones or on anticipatory guidance and preventive
care during health supervision visits. Parent satisfaction
with developmental assessment was increased and phy-
sician compliance with guidelines for developmental
assessment was improved with the forms that focused
on developmental milestones. Such improvements were
not noted with the forms that focused on anticipatory
guidance and preventive care. No other aspects of well-
child care were evaluated.

The purpose of this study was to determine if the
use of a structured encounter form designed from
recommendations from the American Academy
of Pediatrics5 and the US Preventive Services Task
Force6 improves documentation of all aspects of
well-child care, including laboratory testing and
immunizations.

RESULTS

Three hundred seventy-four and 468 well-child visits were
identified for the 6-month periods in 1993 and 1994, re-
spectively. As shown in the Table, documentation of al-
most all items improved significantly with the use of the
structured encounter form.

COMMENT

The structured encounter form was very effective in im-
proving documentation of almost all aspects of well-
child care. It is particularly encouraging to note the
marked improvement in counseling documentation,
given the importance placed on counseling by the US
Preventive Services Task Force6 and others. Documen-
tation of the physical examination was one of the few
areas unaffected by the form. Because the form placed
relatively little emphasis on the examination, this find-
ing is not surprising.

Although the frequency of most testing improved
significantly with use of the structured encounter
form, the rates were less than ideal for most tests. For
example, only 39% of children received Mantoux test-
ing and 40% had visual acuity testing at the visits indi-
cated on the encounter form. It is not known why
higher testing rates were not achieved. Such testing
does require communication between the physicians
and nurses, as well as the consent of the parent. The
encounter form may need to delineate nurse and phy-
sician responsibilities more clearly for the screening
tests. It is also possible that individual physicians
thought that certain children were not at high risk for
tuberculosis or lead poisoning and chose not to test
them.

Several studies have documented less than opti-
mal testing rates in other populations.9-12 Anemia
screening rates have been reported at 44% to 84%,
tuberculosis testing at 17% to 83%, and lead screening
at 20% to 57%. However, these studies included all
established patients in the practices, whether or not
they received well-child care. Children receiving well-
child care would be expected to have screening rates
closer to ideal. However, children have been shown to
be underscreened for vision problems, even at well-
child visits, with only 34% screened for visual acuity
and 32% for binocular vision in a large multipractice
study.13

The results of this study of pediatric preventive
services are consistent with those demonstrating the ef-
fectiveness of a variety of office tools in improving
documentation for adults.2 They expand on the find-
ings of the 2 previous studies on the use of an encounter
form for well children by including all aspects of well-

PARTICIPANTS AND
METHODS

The study took place at the St Paul Ramsey Medi-
cal Center family medicine residency clinic, St
Paul, Minn. The clinic serves a primarily white,
low-socioeconomic, inner-city population. The
residency faculty developed detailed checklists for
each of 12 well-child examinations for the assess-
ment of children aged 2 weeks to 5 years based on
recommendations from the American Academy of
Pediatrics and the US Preventive Services Task
Force (Figure). The checklists were placed in
charts beginning in December 1993. At that time,
use of the checklists was reviewed with the resi-
dents at a departmental meeting. Because the
patient population was considered at high risk,
tuberculosis and lead testing were recommended
for all children at appropriate ages. Each visit
checklist follows the same format: key family
checks, nutrition, development, safety, guidance,
medication allergy, physical examination, labora-
tory tests, immunizations, and diagnoses. The
Infant Rapid Screen and the Toddler Rapid Screen
were used for the developmental assessment of
children up to the age of 4 years.7 Stereovision
testing was performed using a Lang stereotest
card.8 The back of the checklist sheet had space
that could be used for comments and an optional
comprehensive physical examination checklist.

Before 1994, a “shingle” format was used for
documenting all visits made by children. The
shingle contained a brief developmental checklist,
boxes for vital signs and body measurements, and a
comprehensive physical examination checklist.
Each shingle is 16 3 11 cm, and 6 shingles can be
attached to 1 piece of paper in the medical record.

Computerized billing records were used to iden-
tify all well-child visits of children younger than 6
years for 6-month periods in 1993 and 1994. Trained
assistants reviewed the medical records for the fol-
lowing items: provider name, level of training of pro-
vider, patient age, diagnoses made at the visit, and
documentation of the items corresponding to the cat-
egories in the 1994 checklist.

Grouped Student t tests and x2 analyses were
used to compare before-and-after structured encoun-
ter form intervention (1993 vs 1994) figures for av-
erage scores and proportions, respectively. All analy-
ses were done using SPSS for Windows (versions 6.1
and 7.0, SPSS Inc, Chicago, Ill).
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Fifteen Months Date: MD:

Key Family Checks
How are things going for family?
Compliment strengths of child/parent
Sibling relationship
What do you like most/least about child?

Nutrition
Phase out bottle

Development “At risk” = 2 negative responses. If at 
risk → repeat in 2-3 months. If 2 “at risk” screens → 
refer (227-8471 SPRC or 293-8647 School).

Social Adaptive
Y N-Plays ball (rolls) with examiner
Y N-Drinks from cup

Fine Motor
Y N-Pincher grasp
Y N-Scribbles spontaneously

Language-Visual
Y N-Three words other than mama or dada 

(includes names)
Y N-Obeys one step command with gesture

Gross Motor
Y N-Walks well
Y N-Stands alone

Reflexes
Y N-Moro absent
Y N-Palmar grasp absent
Y N-Babinski absent

Safety
Choking/Aspiration

nuts, popcorn, gum, grapes, hot dogs, 
plastic bags, balloons, coins, pen caps

Outdoor safety: streets, pools

Guidance
Discipline: No hit policy (no spanking)

Praise good behavior
Behavior: Tantrums-ignore, whisper

Allergy

PE Temp
Height %
Weight %
OFC %

Labs - none

Immunizations Imm UTD Vacc Ed

Diagnoses

Eighteen Months Date: MD:

Key Family Checks
Family issues or concerns?
Smoking-household
ETOH/Drugs: Anyone annoyed by ETOH or 

drug use in household?
Violence: How does your family deal with 

disagreement?

Nutrition
No bottles
3 meals a day with snacks
WIC/MAC (292-7000)

Development “At risk” = 2 negative responses. If at 
risk → repeat in 2-3 months. If 2 “at risk” screens → 
refer (227-8471 SPRC or 293-8647 School). R = if 
fewer than 5 words → refer for speech/hearing/
language evaluation.

Social Adaptive
Y N-Take off simple clothes
Y N-Roll ball back and forth

Fine Motor
Y N-Dump food or small object from bottle, cup, etc.
Y N-Scribbles

Language-Visual
Y N-Follow one part instruction “give ball to mom”
Y N-Fifteen words (including names)(R)

Gross Motor
Y N-Can run
Y N-Able to walk up step

Safety
Car seat
Street danger: supervised play in driveway, 

near streets
Electrical outlets

Guidance
Toilet training:

-Beliefs
-Readiness signs: distressed by dirty 

diaper, “stool prodrome,”  take off 
diaper, interest in potty chair.

-Wait until 2 years old
Dental: toothbrush
Parenting: TV/VCR-amount, type, electronic 

babysitter
ECFE (293-5275)/FRC(293-5990)

Allergy

PE Temp
Height %
Weight %
OFC %

Labs
Microlead (normal <10 µg/dl)
Mantoux

Immunizations Imm UTD Vacc Ed

Diagnoses

Twenty-Four Months Date: MD:

Key Family Checks
How do you get along with child?
Compliment child/parent  strengths
Independence–allow child to make 

choices
Sibling relationship

Nutrition
2% Milk
No struggles over eating
Nutritious snacks/limit junk food

Development “At risk” = 2 negative responses. 
If at risk → repeat in 2-3 months. If 2 “at risk” 
screens → refer (227-8471 SPRC or 293-8647 
School). R = if any NEGATIVE responses, refer 
for speech/hearing/language evaluation.

Social Adaptive
Y N-Knows body parts (4/7) nose, eyes, ears, 

mouth, hair, hands, feet
Y N-Child can call self by first name

Fine Motor
Y N-Pour food or small object from bottle or cup
Y N-Does make believe drawings with scribbles

Language-Visual (R)
Y N-Two word sentences
Y N-Follows one part instruction

Gross Motor
Y N-Can throw ball
Y N-Catch ball on bounce

Safety
Car Seat
Poison–ipecac; Poison Control Center 

221-2113
Water safety–bathtubs, pools
Smoke alarm
Hot water heater temp <120°F

Guidance
Discipline:

Time Out–immediate, safe, 
short/succinct, stay in room with 
child

No hit policy
Consistency
Praise good behavior

Toilet training
-Readiness signs: distressed by dirty 

diaper, “stool prodrome,” take off 
diaper, interest in potty chair

-Don’t force
Sleep: consider move to bed
Dental: visit dentist with parent
EFCE (293-5275)/FRC (293-5990)

Allergy

PE Temp
Height %
Weight %
OFC %
Vision/Strabismus
Hearing

Labs - Microlead (normal <10 µg/dl)

Immunizations Imm UTD Vacc Ed

Diagnoses

Child’s name Date of Birth

MD signature Preceptor initsMD signature Preceptor initsMD signature Preceptor inits

Example of structured encounter form for 3 well-child visits.
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child care, including testing and immunizations.3,8 Be-
cause all physicians used the structured encounter
forms in 1994, the potential selection bias of the study
by Duggan et al3 was avoided. The use of a structured
encounter form such as that used in this study could be
a valuable aid to physicians wanting to improve their
provision of well-child care, as well as the grade on
their pediatric prevention report card.
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Documentation of Well-Child Care Before (1993) and After
(1994) the Use of a Structured Encounter Form

Category* 1993 1994 P

Number
Key family checks 1.57 3.7 ,.001
Nutrition 0.96 2.45 ,.001
Development 2.43 8.33 ,.001
Safety 0.67 2.81 ,.001
Guidance 1.09 3.44 ,.001
Physical examination 15.48 15.19 .58

Percentage
Weight 98.1 100 ,.01
Weight percentile 68.7 87.4 ,.001
Height 95.2 97.9 ,.05
Height percentile 65.7 84.8 ,.001
OFC 80.7 90.7 ,.001
OFC percentile 64.1 79.1 ,.001
Medication allergy 17.9 64.9 ,.001
Blood pressure 53.2 62.5 .18
Stereovision 10.6 55.0 ,.001
Visual acuity 17.0 39.6 ,.001
Microlead 39.4 64.9 ,.001
Hemoglobin 77.8 89.4 ,.05
Mantoux testing 30.2 38.9 .29
Cholesterol 3.2 14.4 ,.01
Urinalysis 74.3 60.0 .17
Vaccine education 30.1 63.2 ,.001

Immunizations 81.0 88.9 ,.001

*OFC indicates occipital frontal circumference.

Clinical Pearl

Blood Pressure Auscultatory Gap

Even when controlling for major known risk factors, an auscultatory gap
during blood pressure measurement was associated with more atherosclerotic
plaques and arterial stiffness. (Ann Intern Med. 1996;124:877-883.)

ARCH FAM MED/ VOL 7, SEP/OCT 1998
483

©1998 American Medical Association. All rights reserved.


